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(%2) MULTIPLE CONSTRUCTION

A facllity must iImmediately Inform the resident;
consult with the resident's physiclan; and it
known, notify the regsident's legal representative
or an interested famlly member when there is an
aceldent Involving the resident which results in
injury and has the potential far reguiring physician
J intervention; a significant change in the resident's
physical, mental, or psychosocial status (i.e., a
deterioration in health, mental, or psychosocial
status In either life threatening conditions or
clinical complications); a need to alter treatment
significantly (l.e., a need to discontinue an
existing form of treatment due to.advegse
consequences, or to commaence a new form of
treatment), or & declsion to transter or discharge
the resident from the facility as specified in
§483.12(a).

The facllity must algo promptly notify the resident
and, If known, the resldent's lagal rapresentative
or Interested family member when there Is &
change in room or roommate assignment as
speclfied in §483.15(e)(2); or a change In
resident rights under Federal or State law or
regulations as speclfied In. paragraph (b)(1) of

1 this section.

The facllity must record and perlodically update

STATEMENT OF DEFIOIENCIES (41} PROVIDER/SUP PLIER/CLIA {X3) DATE SURVEY '
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: © " COMPLETED
A BUILDING c
| 195314 B WiNG - 08/26/2010
NAME OF PROVIDER OR SUPPLIER STABET ADDRESS, CITY, STATE, ZIP CODE
116 PIONEER TRACE
PIONEER TRACE NURSING HOME | FLEMINGSBURG, KY 41041
(X4) D BUMMARY SYATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION s}
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROSS'AEFEAENCED TO THE APPROPRIATE DATE
DEFICIENOY)
F 000 | INITIAL COMMENTS F 000| FO0O |
' This plan of correction is not meant to
A Standard Recenification and Abbreviated ' bi)' h f ) r d % 1; n m
Survey, for ARO KY # 00014884 wes conducted ‘estabush any standard ol care, contract
08/24/10 through 08/26/10. A Life Safely Code obligation or position and Pioneer Trace
Survey was conducted on 08/24/10. Deficiencles Nursing Home reserves the right to raise
were cltad with the highest scope and saverity of all possible contentions and defenses in
a"F". ARO number KY00014884 was o ifc.v.l oriminal clas
substantiated with deticlencles cited. yiyp VI OF crimunal claims,
F 157 | 483.10(b)(11) NOTIFY OF CHANGES F 187 .&Cthn or proceeding. . Nothing contained
88=D | (INJURY/DECLINE/RQOM, EYC) 1 in this plan of correction should be

. considered as a waiver to any potentially
apphcab]e peer review, guality assurance
or self critical examination privileges
which Pioneer Trace Nursing Home
does not waive and reserves the right to
assert any administrative, c¢ivil, or
criminal action or proceeding. Pioneer |

t Trace Nursing Home offers its

: responses, credible allegations of

_ compliance and plan of correction as

 paxt of its ongoing efforts to provide

" quality of care to residents.

ECEMN s
SEP 17 201

BY=o

maofb%cm%o&s%r(of UPPLIE REPHESENTKTIVEBSIINA‘I’UFIE ﬂ ! ' TW

7

olher eafaguatdd provide sufficlen

oteotion o the patlents, {See Inatructions.) Excapt for nureing homas, the findings stated above are distiosabie 90 days

Any deﬁnlancﬁtatemenl ending »@fi’ an asterisk (7) denotes a deilclency which the institutlon may be axouaad from correcting providing It ts deleJmlned hat

{ollowing the

& of survey whelhdr ar nol a plan of correction is provided. For nuraing homes, the above fingings and plans of correction are disclogable 14

days following tha date thege documente are made avallable 1o the faoillly. It deliclencles ara oltod, an approved plan of correction {a requisite to continued
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| was readmitted to the facllity on 03/29/10 Into a

Dementia.

legal representative or Interested family member.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, It was
determined the facility failed to protect and
pramote the rights of resident(s) in one (1) of
fifteen (15) residents, Resident #15. On
03/18/10, Resident # 15 was discharged from the
facility and admitted to the hospital. This resident

diffarent room, Howsver, the Power of Attorney
was not notifled of the raom change.

The tindings Include;

Review of the facllity's Resldent Rights Palicy
revealad: Under the section titted Notice of
Rights and Services, #10 ii ; " the facility will
promptly notify the residents’ lagal representative
or interesled family member when there Is - A, A
change In room or roommate assigngent.”

Heview of Resident #15 clinical record revealed
the resident was admitted with diagnoses which
Included Hypertension, Diabetes Mellitus and

On 08/24/10 at 4:00 PM, interview with the
resident's Daughter revealed she was not aware
of Resident #15 being readmilted to a different
room post hospital discharge (for previously
atated date). Further interview revealed the
Daughter came to the fagility to see the resident
shortly after belng readmitted and did not find the
resident in his/her usual raom. When she did
iocate him/her, the resldent was upset and

(%) 10 BUMMARY STAYEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORAECTION {e)
PREFX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULO BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-AEFERENCED TO THE APPROPRIATE DATE
QEFICIENCY)
F 157 | Continued From page 1 F 157 F 157
| the address and phone number of the resident's-

Resident #]5 was rcadmitted to the
facility to a different room due to his
increasing behaviors possibly affecting
others. When the resident POA visited
the facility she was informed by staff the
location of Resident # 15 ‘s new room.
Resident # 15 no longer resides in the
facility. The Social Services Director
reviewed all current residents’ charts to
ensure that the legal representatives or

. interested family members were notified
of room changes on 09/11/10. No
residents were found to be affected by
this deficient practice. The Unit
Coordinator and DON reviewed all
current residents’ charts to ensuxe that

|
the legal representatives or interested

, family members were notified of any

" accidents, significant changes, the need
to alter treatment, and transfers or
discharges on 09/15/10 and 09/16/10.
No residents were found to be affected
by this deficient practice. The Social
Services Director and/or Charge Nurse
will notify the legal representative or
interested family member of any room

+ changes that occur and SSD and Nurses

' were in-serviced by the Administrator on
09/13/10 and 9/14/10. The Social
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Continued From page 2

stated: "This Is not my rcom! My stulf has been
moved around!”

On 08/26/10 at 11:30 AM, Interview with the
facility Administrator reveaied ghe did not know

"| the
usual procedure for notifying the family or

responsible parly regarding a bed change.
Further intarview revealed the Socia! Services
Diractor was responsible for this category of
resident care. '

On 08/26/10 at 2:35 PM, interview with the Social
Services Director revealed she notified a
resident's responsible parly of bed changes as &
courtesy to the responsible parties, Further
Interview ravealed it was the responslibility of the
nurse on that resident's unit to notily responsible
partles of a resident room change when they are
readmitted from the hospital or any other facility.

On 08/26/10 at 12:55 PM, interview with LPN #3,
who was Resident #16's admitting nurse on
03/259/10, revealed she spoke with his/her
Daughter on the phone regarding thd readmission
on that date but could not recall If she specifically
told the Daughter the resident was readmitted to
a different room.

Review of the Nurges' Noles ravealed no
documentation regarding family notification of
room assighmerit change, related to Resident
#5.

483.20(k)(3)(Il) SERVICES BY OUALIFIED
PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must be provided by quallfied persons in
accordance with each resident's written plan of

F 157

F 28%

Services Director implemented a new
form to be mailed to the legal
representative or interested family
member to notify them when a room
change occurs (Attachment A). The
Social Services Director sent a-Tequest to
verify current address and phone number
of the residents’ legal representative or
interested family member on 09/16/10.
Facility Administration reviewed current
policy and procedure for notification of
accidents, significant changes, the need
to alter treatment, and transfers and
discharges on 09/15/10 and the Unit
Coordinators and DON in-serviced all
Nurses on the Notification of Change in
Residents Condition policy on 09/16/10
and 09/17/10. The Unit Coordinators
and Medical Records wil) monitor the
Charge Nurses and SSD daily (Sunday-
Saturday) 1o ensure prompt notification
of the legal representative or interested
family member of any room changes that
occur. The Unit Coordinators will
monitor the Charge nurses daily (Sunday
— Saturday) to ensure prompt
notification of the legal representative or
interested family member of any
accidents, significant changes, need to
alter wreatment and transfer and
discharge. The Unit Coordinators will

. maintain a daily logbook of their daily
- monitoring of notification of room
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F 282 | Continued From page 3 F 202

care.

This REQUIREMENT Is not met as evidenced
by:

‘Based on observation, Interview and record
review, it was determinad the faoility falled to
ensure care was provided in accordance with
rasidents’' Comprehensive Plan of Care for three

(3) out of fifteen (18) sampled residents (Resident
#10, #11, and #12).

The findings include:

1, Review of Resident #10's clinical record

revealed dlagnoses which included Blind in right -

eya, Dementia, Hallucinations, Coronary Artery

Disease (CAD) and Hypertension.

Review af the Minimum Data Set (MDS) dated
05/28/2010 revealed the facility assessed
Resldent #10 as being moderately Impalred
refated to cognition, poor declsions making skillg
and as needing cueing and sungrvlslon

Revlew of Resldent #10's Comprehenslve Plan of
Care, dated 08/25/2010, revealed the facllity had
identified the resident as being at risk for falls,
The Plan of Care included an intervention for the
use of a pressure alarm while up in 8 whesichalr,
as woll as a pressure alarm to bed,

Observation of Resident #10, on 08/24/2010 at
5:55 PM, In the dining room revesled the resident
failed to have a presaure alarm in place, while up
In 2 wheelchair,

Interview with Licensed Practical Nurge (LPN) #1,
on 08/26/2010 at 2:38 PM revealed she dld not

" $SD, Consulting Pharmacist, and

changes, accidents, the need (o alter
treatment, significant changes, and
transfers and discharges. The
Administrator will audit the SSD’s
implementation of the new notification
of room change form by companng
room changes with the notification log
weekly. The Unit Coordinators will
,report all findings to the DON Monday-
:Friday in the morning QA meeting and
"monthly to the Quality Assurance
Committee. The Unit Coordinators and
Medical Records will report all findings
to the Administrator immediately and to
the Quality Assurance Committee
monthly (comprised of the
Administrator, DON, Unit Coordinators,
Medical Director, MDS Coordinator,

i OQwners) monthly. The Administrator
and DON will report all findings to the
Quality Assurance Committee monthly.
The Quality Assurance Committee will
review the results reported and will track
and trend the results to determine if

. changes are needed or further staff

i education is warranted.

05/18/10
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15 PIONEER TRACE

| that they soul be In place.

2. Revlew of the clinical record revealed
Resldent #11 had diagnosas which included

. Dementla, Parkinson's Disease, Osteoarthritls
and Macular Degenetation.

Review of the MDS dated 07/12/10 revealed the
facility assessed Resident #11 as having poor
decislon making skﬁls and supervision was
neoded.

Reéview ot Rasident #11's Comprehenslva Plan of
Care, dated 05/13/10, revealed the the facility had
identifiod the resident as being at risk for falls. An
intervention of the Plan of Care Included the use
of a bathroom door alarm In order to alert stafi
to Rosident #11's attempts to tollet without asking
for assistance,

Observatlon on 08/26/10 at 2:55 PM of Resident
#11's bathroom ravealed when the b&throom door
was openead no alarms sounded,

Interview with LPN #3 on 06/26/10 at 3:08 PM
revealed the alarm was turned off. LPN #3
indicated the alarm should always be turned on
due to Resident #11's risk for falls. The nurse
stated the alarm alerts staff the Resident Is
attempting to toilet alona, Further interview

‘| revealed LPN #3 was unaware of how long the
bathroom door alarm has been turned off and
indicated the alarm was important because the
Resident wiil attempt to toilet alone.

Record review revealed the bathroom alarm had

(X4 1D summnv STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (i5)
PAEFIX {EACH DEFICIENGY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE cumgL%now
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAQ caoss-ﬂ;mneggggl;g CT;;E APPROPRIATE W
F 282 | Continued From page 4 F 282
. have any idea why alarm was not on Resident 282
#10's wheelichalr. LPN i1 revealed all staff had
been given raport related to the use of alarms ,

" immediately tarned on. Resident # 12°s

| Resident # 10’s plcSSlJTB alarm was
( immediately placed in wheelchair.
Resident #11's bathroom door alarm was -

' Dycem was immediately placed in her
bedside chair.

The Unit Coordinators reviewed all
residents care plans to ensure care plans
were being followed on 08/31/10,
09/01/10, 09/02/10. No residents were
found 10 be affected by this deficient
practice. The Unit Coordinators will be
responsible for conducting daily

(Sunday-Saturday) rounds to ensure staff
implementation of the residents’ plan of
care, All nursing staff was in-serviced
by the Administrator and Unit

. Coordinator on 09/13/10 and 09/14/10
-on consistently following a resident’s
-plan of care. The Unit Coordinators will
report all findings to the DON Monday-
'Friday in the morning QA meeting and
monthly to the Quality Assurance
Committee. The Quality Assurance
Committee will review the vesults
reported and will track and trend the
results to determine if changes are
necded or further staff education is

! warranted.

| ‘ 09715110

FORM OMS-2587(02-00) Previous Veralons Obsolota "Bvanl 1D;BOJi1Y

Facllity D; 100484 If continuation sheet Page & of 11



09-17-10;09: 17AM;

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE 8 MEDICAID SERVICES

; # 8/ 24

PRINTED: 09/08/2010
FORM APPROVED
OMB-NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPALIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

186314

(¥2) MULTIPLE CONSTRUCTION {X3) DATE BURVEY
COMPLETED
A. BUILDING

c
18/26/2010"

B8, WING

NAME OF PROVIDER OR SUPPLIER

PIONEER TRACE NURSING HOME

STREET ADDRESS, CITY, STATE, 2P CODE
116 PIONEER TRACE
FLEMINGSBURG, KY 41041

{(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
AEGULATORY OR L8O IDENTIFYING INFORMATION)

b PROVIDER'S PLAN OF CORRECTION {4e)

PREFIX ' (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAQ GCROSS-REFEAENOED TO THE APPROPRIATE DATE

DEFICIENGY)

F 282

F 323
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Continued From page §

been added to the Comprehensive Cara Plan on
05/13/10 to atert staff to Resident #11 attempting
to foilef alone.

3. Review of Resldent #12's clinleal record
revealed diagnoses which included
Cerebrovascular Accident, Dementia,
Osteoarthritis, and history of Left Hip Fracture.

Review of the MOS dated 08/11/10 revealed the
facility assessed the resident as.having poor
decision making skills and needing supervision.

Review of Resident #12's the Comprehensive
Care Plan, dated 08/11/10, revealed the facliity
had |dentified the resldent as balng at risk for fall.
An Intervention of the Plan of Care included the
use of Dycam to his/her bedside chalr, which was
added to the plan on 05/02/10.

Gbsarvation an 08/26/10 at 3:25 PM revealed
Resldent #12 failed to have the Dycem on the
bedside chalr.

interview with LPN #3 on 08/26/10 af 3:25 PM
revealed Resident #12 was to have Dycem to
badside chair to keep him/her from slippthg out of
tha chair.

483.26(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment.remains as free of accldant hazards
as Is possible; and each residant receives
adequate gupervislon and assistance devices to
prevent accldents.

F 282

F323| F323
Resident # 10's pressure alarm was
immediately placed in wheelchair.
: Resident #11’s bathroom door alarm was
' immediately turned on. Resident# 12's

| Dycem was immediately placed in her

. bedside chair. The Unit Coordinators

' reviewed all residents care plans to
i ensure care plans were being followed
on 08/31/10, 09/01/10, and 09/02/10,

FORM CMS-2587{02-09) Previous Varslons Obsolots Evant 1D 8011
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This REQUIREMENT s not met as evidenced
by: -
Based on observation, Inferview, and record .
review it was determined the facllity falled to
ensure the resident environment remains as freo
ot accident hazards as possible; and each
resident received assistive devices to prevent
accidents for three (3) out of filteen (15) sampled
resldents (Resident: #10, #11, and #12).

L

The findings lhclude;

1. Review of the clinlcal record revealed
Resident#10 diagnoses which included Blindness
In Right Eye, Dementla, Haituclnatlons and
Coronary Artery Disease (CAD) and
MHypertansion. Review of the Minimum Data Set
(MDS) dated 05/28/2010 revealed the facility
agsessed the resident to be modertely Impaired
related 10 cognition, with poor decislon making
gkiits, and needing supervigion. :

The Comprehensive Care Plan, dated’
08/25/2010, was reviewed and revealed Resident
#10 was to have apressure alarm to his/her
wheelchair when up and while In bed. The faility
had idetnifled Resident #10 was to be at risk for
falls, However, Resident #10 was observed, on
08/24/10 at 5:55 PM, to not have the pressure
alarm In place on his/her whaelchlr,

Interview with Licensed Practical Nurse (LPN) #1,.
on 08/26/2010 at 2:38 PM revealed sha was
unaware why the resldent's alarm was not in
place. LPN #1 stated {hat all staff had been given
report for all alarms, and were expected to ensure

{X4) ID SUMMARY STATEMENT OF DEFICIENGIES D PRAOVIDER'S FLAN OF CORRECTION 0}
PREFIX {EACH DEFICIENOY MUST BE PRECEDED BY FULL PRARFIX EACH CORRECTIVE AGTION 8HOULD BE COMPLEVON
TAQ AEQULATORY OR LSC IDENTIEYING INFORMATION) TAG CROS8S-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 323 | Continued From page 6 F 323| The Unit Coordinators checked to ensure

all devices and interventions were
implemented and working properly on
08/26/10. No other residents were found
to be affected by this deficient practice.
An environmental tour of the facility
was conducted by the Unit Coordinator
and the Maintenance Director on
08/31/10. No arsas of concern were
identified. The Medication Aides will
be responsible for conducting a daily

(Sunday-Saturday) check of all

. physician ordered fall prevention

measures to ensure they are in place and
working properly, The Medijcation
Aides will be responsible for completing

.2 daily log book of their checks.

| Nursing staff were in-serviced on
1 09/13/10 and 09/14/10 on conducting the
‘checks of ordered fall prevention

! measures by the Administrator and Unit

| Coordinator. The Unit Coordinators will
"be responsible for checking the
Medication Aide log book to ensure
.implementation of daily checks.

: The Unit Coordinators will report all
_findings to the DON Monday-Friday in
' the morning QA meeting and monthly to

the Quality Assurance Commitiece. The
Maintenance Director will conduct a
weekly environmental tour of the facility
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 the facliity as being at rigk for falls,

they were in place.

interview with Direstor of Nursing (DON) on
08/26/2010 at 2:43 PM revealed that on
08/24/2010 (diuring the survey) all Unit
Coordinators had Inserviced staff on restraint vs
alarms usage and a memo was placed at éach
nursing station.

‘1 2. Review of the clinical record revealed

Resident #11 diagnoses which included
Dementla, Chronic Obstructive Pulmonary
Disease, Parkinson's Disease, Osteoarthritls and
Macular Degeneratlon. Review of the MDS dated
0712110 revealed the facility assessed Rasident
#11 as having poor decision making skills and
gupervision was needed, N
Record review revealed the use of a hathroom
door alarm was added to the Comprehensive
Plan of Care on 05/13/10 to alert stafl to
Resident #11's atlempts to toilet without asking
for assistance. This resident was identified by
owaver,
obervation on 08/26/10 at 2:55 PM revealed
Resident #11's bathroom door was opened and
no alarms sounded. '

LPN #3 was interviewed on 08/26/10 at 2:38 PM
and stated the alarm was tumed off. LPN #3
indicated the alarm should always be turned on
bacause Resident #11 was a fall risk so the alarm
alerts staff the rasident was attempting to toilst
alone: LPN #3 was unaware of how lang the
bathroom alarm had besn turned off and

indicates this was important because the resident

woul attempt to toilet alone.

3. Raview of the clinlca) Eeuurd revealed

{X4) ID SUMMARY 8TATEMENT OF DEPICIENGIES 0 PROVIDER'S PLAN OF CORRECTION 8]
PREFIX {EACH DEFICIENOY MUST BE PAECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHDULD BE GOMPLETION
" TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CRO38-REFERENGED TO THE APPROPRIATE DATE
. ) DEFICIENCY)
F 323 | Continued From page 7 F 823| to ensure the facility remains as free of

accident hazards as possible. The
Maintenance Director will report all
findings to the Administrator Monday-
Friday in the morning QA meeting and
monthly to the Quality Assurance
Committee and Safety Committee. The
Quality Assurance Cormittee and
Safety Committee will review the results
reported and will track and trend the
results to determine if changes are
needed or further staff education is
warranted.

09/15/10

FORAM CM5-2667(02-00) Provious Varelons Qbszolale
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FORM APPROVED
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116 PIONEER TRACE
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BTREET ADDRESS, CITY, OTATE, ZIP CODE

(X4) ID
PREFIX
TAG

SUMMARY BTATEMENT OF DEFICIENCIES
{EACH DEFIQIENQY MUST DE PRAECEDEDR BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

10 PROVIDER'S PLAN OF CORRECTION )
PHEFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
- YAG CADSBS-AEFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 323

F3n
88aE

Continued From page 8

Resldent #12 diagnoses included
Cerebrovascular Accident, Dementla,
Osteoarthritis, and histary of Left Hip Fracture.
Review of the MDS dated 08/11/10 revealed the
facllity had assessed the residem to have poor
dagision making gkllls and needing supervislon.

The Comprehensive Care Plan dated 08/11/10
revealed an Intervetion related to the use of
Dycem to his/her bedside chair, and wag |dentifed
1o be at risk for falls. However, observation on
08/26/10 at 3:25 PM revealed Resldent #12
Dycem was not placed in the bedside chair.

Interview with LPN #3 on 08/26/10 at 3:25 P\
revealed Rasident #12 was 10 have Dycem to
bedside chalr 10 Keep her from slipping out of the
chair. She further explained to the CNAs who
were using a lift to ralse the Resldent from the
chalr the Dycem was to go on top of the
absorbant pad In the bedside chair.

Record review revealed the Dycaip hag been
added to the Comprehensive Care Plan on
05/02/10 related to Residant #12 being
cansldered at risk for falls.

483,35() FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

The fachiity must -

(1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and

{2) Store, prapare, distribute and serve food
under sanitary ¢onditions

F 323

Fg71|F 371

The Maintenance Director immediately
removed the ice on the freezer door.
The Dietary Manager immediately
removed the turkeys from their Jocation
and placed them on the bottom shelf of
the refrigerator. The Dietary Manager

immediately removed the plastic storage
boxes and placed them at jeast 18 inches
from the ceiling. The Dietary Manager

FORM CMB-2887(02-98) Provious Voretons Obsol.ale Evont {0: BDJI1

Faclllly ID: 100484 If continuation shaet Page 8 of 11
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: #

12/ 24

PRINTED: 05/09/2010
. FORM APPROVED
: OMB NO. 0938-0391

BTATEMENT OF DEFICIENCIES (X1) PROVIDEFVSUPPLIERGLIA (X2) MULTIPLE CONSTRUCTION ((3) OATE SURVEY |
AND PLAN OF CORREGTION IDENTIFIGATION NUMBER: COMPLETED
A BUILDING
' c
186314 8 Wiva : 08/26/2010
: 116 PIONEER TRACE
G
PIONEER TRACE NURSING HOME FLEMINGSBURG, KY 41041
X4y I BUMMAAY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PAGFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG- REGULATORY OR LBC IDENTIFYING INFORMATION) TAG CROBB-REFERENCED TO THE APPROPRIATE DATE
_ DEFICIENGY)
F 371 Continued From page 9 F a71’ and Maintenance Director conducted an
inspection of the refrigerator; freezer and
Vs _ ‘ storage area to ensure there were no
gc_ls REQUIREMENT is not met as evidenged other areas of concern on 08/24/10. No
Based on observation and Interview, it was flddilional areas qf concetn were
determined the facility tailed to ensure food was _identified. The Dietary Manager
stored, prepared, and distributed under sanitary . conducted a sanitation audit of the entire
ganditions. kitchen on 08/27/10 and no areas of
The findings include: concern were 1d_cnt.1ﬁed. Fizers
Refrigeration will install the new gasket
1. Observation on 08/24/10 at 11:45 AM revealed and adjust the inside striker plate on the
a large amount of ice bulld up was noted on the freezer on 09/13/10. In-service held for
Inside of thefreezer door, The ice was observed 1l dietary staff on 09/03/10 and
to ba approximately a half and Inch thick. all cietary :
: 09/05/10 on proper refrigerated
Jnterview with the Dietary Manager on 08/24/10 at | storage/thawing methods and on dry
1150 AM revealed maintenance sorapes the ice storage by the Dietician-and Dietary
oft of the door when 'the staff notify him of the o o
need. She further Indicated a contractor was Man.ager. The Dietary Staff w_crf': ].n
supposad to be coming to fix the door seal and sexviced on 09/17/10 by the Dwu.c%an on
maintenance was responsible for calling the maintaining proper sanitary conditions
contractor. She stated the door had been in this throughout the kitchen. The
condltlon for & couple of months,, Maintenance Director will conduct a
Inetview with the Maintenance Supervisor on weekly inspection .Of the' freezex to
08/24/10 at 5:25 PM revealed the facllity had ensure there is no ice build up. The
ordered and recelved the new gasket, however Dietary Manager will conduct a weekly
the contractor had. not been called to the facility at g verator and dr
the present time. He further indicated the Ice was inspection of the refrig alrl . are y
chipped off of the door approximately once each storage area to ensure all items
week and the gasket/seal that was currently on stored properly. The Dietary Manager
1 the door had been replaced in April, He states will complete a weekly ganitation audit
roplacod and § hes bosan this wey fo alon o and.the Dietician will completc &
o y g ime. monthly sanitation audit of the kitchen.
2. Observation on 08/24/10 at 11:49 AM revealed The Dietary Manager and Dietitian will -
two (2) frozen turkeys sitting in a metal baking report all findings to the Administrator
pan in the refrigerator, thawing on top of a plastic weekly in the morning QA meeting an:d
FORM GME-2687(02-89) Provious Viarstons Obaclote Event ID: BOJIN Faclity ID; 100404 It continuation sheet Page 10 of 11
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DEPARTMENT OF HEALTH AND HUMAN SERVICES : "FORM APPROVED
CENTERS FOH MEDICARE & MEDICAID SERVICES . . OMB NQ. 0938-0381
SYATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/OLIA {¥2) MULTIPLE CONSTRUCTION: ' | (%3) DATE SURVEY
AND PLAN OF GORRECTION IOENTIFICATION NUMBER: COMPLETED
A, BUILDING ; c
_ 185314 8. WiNG 08/26/2010
NAME OF PROVIDER OR SUPPLIER , STAEET AODHESS, CITY, STAYE, 2IP CODE
- 115 PIONEER TRACE
SING H : . -
PIONEER TRACE NURSING HOME FLEMINGSBURG, KY 41041
¢4 10 SUMMASRY STATEMENT OF OBFICIENCIES D PROVIDER'S PLAN Of CORREGTION o)
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PRERIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LEC IDENTIRYING INFORMATION) TAG CROSS-REPERENCED TO, THE APPROPRIATE DATE
DERICIENCY)
F 371 | Continued From page 10 F 37

monthly to the Quality Assurance

container In which onions were stored uncovered. Committee. The Maintenance Director

Interview with the Dietary Manager on an and Dietary Manager ?vﬂl report all .
08/25/10 at 11:45 AM revealed the turkeys had findings to the Administrator weekly in
been removad l_,frmm over top of the onlons and the morning QA meeting and monthly to
placed on the bottom rack of the refrigerator to ; : i .
thaw. She further indicated they were fully cooked the Qualuy Assmané.e Cor‘rgmttcpn The

| turkeys but still should not have been placed on ' Quality Assurance Commuitice Wil
top of the anlons and were moved to the lower review the results reported and will track
rack of the refrigerator to thaw, and trend the resulis to detexmine if

, 5 er staff
3. Observation of the dry food storage area on : changc.b are needed oilfurth
08/24/10 at 11:25 AM revealed plastic storage | educauon is warranted.
boxes containing items such as artifioal :
sweeteners were noted to be stored nine (9) and . 09/18/10
three (3) quarters of an inch from the celling. This '
wag notedl to exlst for an approximate five (6) feet
length along the wall in the dry storage area.

Interview with the Distery Manager on 06/26/10 at
4:30 PM revealsd the stock In dry storage should
not be stacked any closer to the ceiling than
elghteen inches (18) from the celling due to flre

| hazard. She further indicated thg.reagon stock
was stacked too high was because the'kitchen
staff did not have enough room for the stock

| required to operate.

FORM CMS-2567(02-80) Previous Varsions Obaolate Evant 10: BDJIN Faciiity 10: 100484 If continuation sheot Page 11 of 11
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Pioneer Trace

Nursing and Rehabilitation
101 Pioneer Trace |
Flemingsburg, KY 41041
(606)845-2131

NOTIFICATION OF ROOM CHANGE

This is to inform you that was moved. to room

on .. Ifyouhave ariy questions, please contact the

facility at (606)845-2131.

" Thank You,

Facility Representative ...

\"‘T
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DEPARTMENT OF HEALTH AND HUMAN SERVICES ‘ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES -QOMB NO. 0938-0391

STATEMENT OF DEFICIENGIES {X1) PROVIDERA/SUPPLIER/CLIA {X2) MULTIPLE CONBTAUCTION {X3) DATE BURVEY
AND PLAN OF CORRECTION (DENTIFICATION NUMBER: : : COMPLETED
A BUILDING 01 - MAIN BUILDING 01
185314 8 WING 08/24/2010
NAME OF PROVIDER OR SUPPLIER STHEETADDRESS, CITY, BTATE, ZIP CODE
115 PIONEER TRACE
PIONEER TRACE NURS
IONEER TRAC ING HOME FLEMINGSBURG, KY 41041
oo | SUMMARY BTATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (46)
PREFIX {EACH DEFICIENCY MUET BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AQTION SHOULD BE GOMPLETION
TAG REGULATORY OR LB0 IDENTIFYING INFORMATION) TAB CROSS-AEFERENCED TO THE APPROPRIATE - DATE
_ DEFICIENCY)
K 000 | INITIAL COMMENTS | / K000| 1nnn
' _ K000
A LIfe Safety Code survey was initiated and This P]an of correction is not meant to
congluded on 08/24/2010. The facility was found establish any standard of care, contract

not to maet the minimal requirements with 42

! obligation or position and Pioneer Trace
Code of the Federal Regulations, Part 483.70. ‘

The highast scope and severity deficlency : Nurs;ng Home feserves the right to Taise
_ identifled was a "F " - all possible contentions and defenses in
K 027 | NFPA 101 LIFE SAFETY CODE STANDARD K 027: any type of civil or criminal claims,
88=F ‘ action or proceeding. Nothing contained

Door openings in smoke barriers have at least a

: in this plan of correction should be
20-minute fire protectlon rating or are at least in this pl '

1%-inch thick solld bonded wood cors. Non-rated cons}dered as a watver o any potentially
protective plates that do not exceed 48 inches - applicable peer review, quality assurance
trom the bottom of the door are permitted. : - or self critical examination privileges

Horlzontal sliding doors comply with 7.2.1.14.

. which Pioneer Trace Nursing Home
Doors are selt-closing or automatlc closing in

accordance with 18.2.2.2.6. Swinglhg doors are ~does not walve. arl;d rc§cr\{c§ t_hc right to
not required to swing with egress and positive assert any ﬂdIQlHIStl'ﬂthQ. civil, or
latching s not required.  18.3.7.5, 19.3.7.6, .criminal action or proceeding. Pioneer
12.3.7.7

Trace Nursing Home offers its
respounses, credible allegations of

_ -y compliance and plan of correction as
This STANDARO s not met as evidenced by: [ part of its ongoing efforts to provide
Basaed on ghservation and interview, it wag: i

determined the facllity falled to ensure access | quality of care to residents.

doors in smoke barriers were, according to NFPA
codes. ‘

The Findings Include:
Observation on 08/24/2010 at 12:20 PM,

revealed a total of five (5) smoke barrier access . @ Q ﬁ 5 V
i
E

doors lgcated in the attic had make shift doors in

the smoke barriers. These doors must be SEP ’
approved doors designed for this use. 5 Zﬂm
interview on 08/24/2010 at 12:20 PM, with the BY“‘*&-\

i LSy
Maintenance Director, revealed he was unaware e

LABORAV’@\W%WENTATNEB SIGNATURE m‘;l%avm )O qT;ig‘T I O

Ayt 1
Any deficiency alk;?!nem ending with Jdaaterisk ) denolea\a&eﬂclency which the [nplitutlon may ba e&cuaed from eorrecting providing It Is determined that
vide suf

other sateguards lotent protdction 1o the pattents. {See Instruclions.) Sxcept for nursing hamss, the findings slated above are disclosable 90 days
following the date of survey whelher ot not a plan of cotraction ts provided. For aureing homes, the abova findings and plans of correction are dlsclosable 14

days following the dale theae documents are made avallable to the faclity. If deficlencles are cited, an approved plan of correction Is raquislte Lo continued
program participation. '

FORM CMG-2567(02.98) Previous Vorsions Qbgolete Evan! 1D: BDJI2A Facllity 10; 100484 if continuation sheat Page 10t 7
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PRINTED: 00/08/2010
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIGNCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION - - |(u3) DATE SURVEY
AND PLAN OF CORAECTION IDENTIFICATION NUMBER: - COMPLETED
|° _ A.BULDING 01 - MAIN BUILDING 01
, 186314 8. WING 08/24/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDAESS, CITY, BTATE_, ZIF CODE
: : 115 PIONEER TRACE
PIONEER TRACE NURSING HOME’
° R-T € st OME FLEMINGSBURG, KY 41041
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION e}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORREGTIVE ACTION SHOULD BE COMPLEYION
TAQ REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-AEFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
K 027 | Continued From page 1 K027| w27
that access doors In the smoke barrier had to be ' -
of an approved design. The Facility purchased five (5) smoke
) barrier access doors that meet and
Referance:  NFPA 101 (2000 Edltlon) cxcccti the fchircmCUtS Of NF’P_‘-A 101.
19.3.7.3 7 - The new smoke barrier access doors
Any requirad smoke barrier shall be constructed were installed on 09/13/10 and 09/14/10.
in accordance with Section 8.3 and shall have &- The Maintenance Director will perform
| fire resistance rating of not less than 1/2 hour. a w;ckly.wa]k-thru inspection of the
8,3.2" Continuity. attic to ensure the new smoke barrigr
Smoka barrlers requlired by this Code shall be’ access doors remain in proper working
continuous from an outside wall to an outside- order. The Maintenance Director will
barrier 10 a smoke barrler or a combination Administrator and to the Qualit
thereof. Such barriers shall be continuous through nistrator and to ihe Lualty
-all concealed spaces, such as those found above Assurance Commuttee and Safety
& celling, Including Interstitial spaces. Committee monthly. Thé Quality
£.9.6.1 ' Assurance Committee and Safery
Pilpes,'conduits. bus ducts, cables, wires, air Committee Wﬂ? rcvmu‘/ tl.xe rt:ssults
“duets, prneumatic tubes and ducts, and similar ! reported and will determine if any
building service equipment that pass through changes are warranted.
floors and smoke barrlers shall bé prdtected as
follows:
{1) The space between the penetrating item and 09/15/10
the smoke barrier shail meet one of the followlng
conditions: '
a. Itshall be filled with & material that is capabte
of maintaining the smoke reslistance of the smoke |
barrier.
b. It shall be protected by an approved device
| that Is designed for the specific purpose.
{2) Whaere the penetrating item uses a sleave to
penetrate the smoke bartier, the sleeve shall be -
solidly set in the smoke barrler, and the space
batween the ltermn and the sleeve ghall maet one
of .the following conditions:
a. It shall be filad with a material that is capable

FORM CMS-2867(02-99) Previous Verslons Obaclels Event [D:BDJI2Y

Facllity 10 100484 If continuation sheet Page 2 of 7
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PRINTED: 08/08/2010
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Requlred automatic sprinkfer systemns are.
continuously maintained in reliable operating
condltion and are inspected and tested
periodically, 18.7.6, 4.8.12, NFPA 13, NFPA 25,
1975

This STANDARD is not met as evidenced by:
Based on observation and Intervjew, it was
determined the faclity falled lo ensuré sprinkler
heads were malntalned, according to NFPA
standards. '

The findings Include;

Obgervation on 08/24/2010 at 12,40 PM,
revealed two (2) sprinkler heads in the kitchen
area had a bulldup of lint and greass. Further
observation revealed one (1) sprinkler head in the
oxygen storage room was corroded. The
observations were ¢onfirmed with the
Maintenance Director, at the time of the
observation. Sprinkier heads must be kept free of
lint, grease and corrosion to ensure the sprinkler
heads function In the event of a fire.

The two sprinkler heads in the kitchen
were immediately cleaned. Simplex
Grinnell replaced the sprinkler head in
the oxygen storage room on 09/14/10.
The Dietary Manager added routine
weekly cleaning of the sprinkler heads in
the kitchen to the current cleaning '
schedule each Tuesday. Dietary
cleaning staff was in-serviced by the
Dietary Manager and Maintenance
Director on 09/14/10 on proper cleaning
of sprinkler heads. The Maintenance
Director will perform a weekly
inspection of all facility sprinkler heads
to ensure they are in proper working

order.

STATEMENT QF DEFICIENCIES {(X1) PROVIDER/SUPPUBR/CLIA (X2) MULTIPLE CONBTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
. A BURDING 01 - MAIN BUILDING 01
B. WING
105314 08/24/2010
NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
118 PIONEER TRACE
PIONEER TRACE NURSING HOME
HO FLEMINGSBURG, KY 41041
(X4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREQTION ) o
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (ACH CORRECTIVE ACTION SHOULD BE - COMPLETION
TAQ . AEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSB-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
K 027 { Continued From page 2 K 027
of malntaining the smoke resistance of the smoke
barrier.
b. It shall be protected by an approved device
that Is dasigned for the speclfic purpase.
(3) Where designs take transmisslon of vibration -
into consideration, any vibration [solation shall >
mest ons of the followlng conditions:
a. It shall be mads on elther slde of the smoke
barrier. ' ,
b. It shall bea made by an approved device that Is
designed for the specific purpose.
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD . K062 x 062
$8=D ] ‘
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PRINTED: 09/08/2010
FORM APPROVED
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STATEMENT OF D.EFIC|ENC|ES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTIO DATE'SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: " N W)COMPLETED
A BUILDING 01 - MAIN BUILDING 01
186314 8. WiNG

NAME OF PROVIDER OR BUPPLIER

PIONEER TRACE NURSING HOME

SYREET ADDRESS, CITY, STATE, ZIF CODE

08/24/2010

115 PIONEER TRACE
FLEMINGSBURG, KY 41041

(X4) 10

BUMMARY STATEMENT OF DEFICIENCIES

Means of egress are continuously malntained free
of all abstructions or Impediments to full instant
use In the oase of fire or other emergency, No
furnishings, decorations, or other objects obstruct
axits, access to, egress from, or visibility of exits.

7.1.10
¥

This STANDARD is not met as evidenced by:
Based on cbservation and interview, the taciity
falled to ensure corridors were maintained free
from obstructions to full Instant use, In the case of
fire or other emergency, according to NFPA
standards.

The findings Include:
Observation on 08/24/2010 at 12:37 PM,

revealed in the A corridor there were three (3)
medicine carts and two (2) clean linen cars found

; ) PAOVIDER'S PLAN OF CORRECTION (¥5)
PAEFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
© O TAQ AEGULATORY OR LBC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPAIATE DATE
DEFICIENCY)
K 082 | Continued From page 3 K 062 ' The Matntenance Director will
o report all findings immediately 1o the
Interview on 08/24/2010 at 12:40 PM, with the Administrator and to the Quality
Maintenance Director, revealed he was unaware C . d Saf
of the deficlent sprinkler heads. Assurance Commuttee an ety
' Comimittee monthly, The Quality
Reference: NFPA 25 (1998 editlon) Assurance Committee and Safety
. Committee will review the results
2-2.1.17 Sprinklers shall he Inspected trom the o d and will determine if
floor level annually, Sprinklers shall be free of teported and will detetmine 1t any
corrosion, toreign materlals, paint, and physical changes are warranted.
damage and shall be Installed in the proper
orlentation (e.g., upright, pendant, or sidewalt), 09/15/10
Any sprinkler shali be replaced thal is painted,
corvoded, damaged, loaded, or in the improper
orlentation, '
K 072 | NFPA 101 LIFE SAFETY CODE STANDARD KOo72| K072
88=F '

The medicine carts and clean linen carts
: were immediately removed from A
| cormdor and B corridor while not in use.,
The Nursing staff was in-serviced on
09/14/10 on proper storage of the
| medicine and linen carts while not in use
by the Administrator. The Unit
Coordinators will conduct daily rounds
. to monitor proper storage of the carts
while not in use. The Unit Coordinators
will report all findings to the DON
Monday-Friday in the morning QA
meeting and monthly to the Quality
Assurance Committee and the Safety
Committee. The Quality Assurance
Committee and the Safety Committee
will review the results reported and will
track and trend the results to determine if
changes are needed or further staff

- FORM CMB-2687(02-08) Provious Varelors Obaolale

Evont ID: BDA2Y

F education is warranted.

09/15/10
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PREFIX
TAG
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SUMMARY STATEMENT OF DEFICIENCIES
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0
PREFIX
TAG

PROVIDER'S PLAN OF, CORRECTION
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DEFICIENGY)

Qare

(XE)
COMPLBETION

K073
88=£

Ko72!|

| were conflirmed with the Director of Malntanance, '

Continued From page 4

unattended and not in use. Further obseorvatioh
on the B Corridor revealed there were three (3)
medicine carls and two (2) clean linen carts found
10 be unattended and not in use. These items
algo blocked the handrails for residents that may
have needad to use tham, The observations

at the time of the observation.

intarview oh 08/24/2010 at 12:37 FPM, with the
Director of Maintenance, revealed the medicine
carts and clean linen cars were routinely left i m
the corridors,

NFPA 101 LIFE SAFETY CODE STANDARD

No furnishings or decorations of highly flammable
character are uged. 19.7.5.2, 19.7.53,10.76.4

This STANDARD is not met as evidenced by:
Based on gbservation and interview, it was
determined the factlity failed to engure
combustible decorations were not in Ese
according to NFPA standards.

The findings Include:

Observation on 08/24/2010 at 12:30 PM,
revealed combustible wreaths were found on
resident's room doors, the room included rooms
numbers 12, 34, and 28. The observation was
confirmed with the Malntenance Directlor, at the
time of the observation,

Interview on 08/24/2010 at 12:30 PM, with the
Maintenance Director, revealed the facllity does
not treat decorations with any kind of fire
retardant.

K72

K073

K073

_The wreaths were removed immediately
|0n room numbers 12, 34, and 29. The
| Maintenance Director conducted a walk-
thru inspection of the facility and found
10 other decorations of concern on
08/24/10. The Social Services Director
will send a letter to all current residents’
families informing them that all new
;decorations brought into the facility
must be inspected by the Maintenance
Director prior to placement in a resident
room. The Activities Director will
conduct an inspection of the facility
wecekly to ensure no items are brought
into the facility of concern.

FORM CMS-2867(02-00) Provioye Varelong Obsolole

Event |D:; BOJIZ

Faolity 10! 100464

If continusilon sheet Page 5 of 7



Ud~15-10,; 091 03AM,

: # 29/ 31
. ’ PRINTED: 09/08/2010
DEPARTMENT OF HEALTH ANE HUMAMN SERVIICES_ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NQ. 0838-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CUA (XZ) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: - COMPLETED
A BUILDING 01 - MAIN BUILDING 04
_ 186314 8 wina 08/24/2010
NAME OF PROVIDER OR SUPPLIER STAEET ADDRESS, CITY, BTATE, ZIP CODE
115 PIONEER TRACE
PIONEER TRACE NURSING HOME
' FLEMINGSBURG, KY 41041
(x4 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION S8HOULD BE COMPLETION
- TAG AEQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPHIATE © DATE
DEFICIENGY)
The
K 076 | NFPA 101 LIFE SAFETY CODE STANDARD K 076 Activities Director will report all
85<0 findings to the Maintenance Director

Madical gas storage and administration areas are
protected in accordance with NFPA 89, Standards
for Health Care Faciillies.

(a) Oxygen storage locatlons of greater than
3,000 cu.lt, are enclosed by a one-hour
separation.

(b) Locations for supply systems of greater than
3,000 cu.tt. are vented to the outside. NFPA 98
431.1.2, 19324

This STANDARD is not met as evidenced by:
Baged on observatlon and interview, It was
determined the tacllity falled to ensure
combustlble materials were not stored within five
(6) feet of oxygen cylinders, according to NFPA
standards.

' ¥
The findings Include:

Cbservation on 08/24/2010 at 1:04 PM, revealed
combustible materials, which Included toilet
paper, cardboard boxes and cleaning supples,
were stared within five.(5) feat of oxygen

cylinders. The observation was confirmed with

the Malntenance Director, at the time of the
observatlon.

interview on 08/24/2010 at 1:04 PM, with the
Malrtenance Director, revealed he was unaware
that combustibles should not be stored within five
(5) feet of the oxygen' cylinders.

: Committee will review the resuits
: reported and will determine if apy

immediately. Any item of concern wil)

be removed from the facility or treated

with fire retardant. The Maintenance

Director will report the findings to the
Administrator immediately and to the

Quality Assurance Committee and

Safety Committee monthly. The Quality
Assurance Committee and Safety .

changes are warranted.

09/15/10

FORM CMS-2507(02-08) Previous Verelons Obaoleloe

Event 10; 8DJI24
AY

Faolllty iD: 100404

It contlnuation shest Page 8 of 7



Y1007 09 03AM,

DEPARTMENT OF HEALTH AND HUMAN SERVICES

: o # 30/ 31
PRINTED: 08/08/2010

, : FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0301
STATEMENT OF OEFICIENCIES (X7} PROVIDER/BUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: “ COMPLETED
. . A BUILDING 01 - MAIN BUILDING 01
_ 185314 B. WinG 08/24/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, BTATE, ZIP CODE
116 PIONEER TRACE
N
PIONFEEH TRACE NURSING HOME FLEMINGSBURG, KY 41041
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (6
PREFIX (EACH DEFICIENGY MUST BE PAECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION 8HOULD BE COMBLETION
TAG AEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRO$S-REFERENCED TO THE APPROPRIATE DATE
-DEFICIENCY)
K 076 | Continued From page 6 K076
Reference: NFPA 90 (1999 Edition). _K 076
8-3.1.11.2 : ;
- Slorage for nonflammable gases greater than 8.5 ?hc cz{nblisu‘bl‘e mafﬂerfials were o
m3 (300 ft3) but less than 85 m3 (3000 ft3) immediately temoved from the oxygen
{A) Storage locations shall be outdoors in an . storage room. There are no other-
anclosure or within an enclosed interior space of ; OXygen storage areas io the facility so no
noncombustible or limited-combustible . | other areas of concern were identified
construgtion, with doors {or gates outdoors) thal ! Th bustibl al )
can be secured agalnst unauthorized entry. | 1he combustible materals arc now
1(B) Oxidizing gases, such as oxygen and nltrous ' stored in a different location. The
ﬁxlcig shall not ba stored with any flammable gas, . Matntenance Director will perform a
quld, or vapor, | weekly inspection to ensure no
(C) Oxldtzlng pases such as oxygen and nitrous ! comb:rstibli items are stored in the
oxide shall be separated from combustibles or - < ;
matorials by one of the following; oxygen storage room. The Maintenance
(3) Aminimum distance of 6.1 m (20 (t) Director will report the findings to the
(2) IA m!n{mUlTII dlstﬂnule of1.6m (5 ") If the Ad_[ninisu-ator immadla[el}r a_-nd to thc
entire storage location ls protected by an . o
automatic sprinkier system designed in Qu?\llty Assur.ancc Cominittee and )
acoordance with NFPA 13, Standard for the Safety Committee monthly. The Quality
installation of Sprinkler Systems ~Assurance Comrmittee and Safety
(3) An enclosed cabinet of noncombustible ;Committee will review the results
construction having & minimum fire protection ; c
rating of % hour. An approved flAfmmable liquid teported and will determine if any
storage cabinet shall be permitted to be used for changes are warranted.
cylinder storage. 08/25/10
FORM CMS-587(02-49) Previous Vatslons Obsoléte Evont 10: 80121 - Faoifity ID: 100488 i continuation sheet Page 7 of 7



